Case Report A 29 year old insulin dependent diabetic of 15 years standing presented for antenatal care. In her previous pregnancy a lower uterine segment Caesarean section had been performed for severe pre-eclampsia at 36 weeks gestation. On examination blood pressure was 130/80 mmHg. Urinalysis was clear. There was no retinopathy. On ultrasound scan a viable 6 week intrauterine pregnancy was confirmed. Hospital based antenatal care was arranged and the patient reviewed fortnightly. At 12 weeks the patient complained of lethargy and general malaise. Diabetic control was satisfactory. However, her serum thyroxin level was low at 3.7 umoIL-' (normal range 8.8-23. 1), so replacement therapy was given. At 20 weeks, during a routine 'anomaly' scan, a simple 5 cm left ovarian cyst was seen. However, in view of the nature and relatively small size of the cyst and the normality of the contralateral ovary it was decided to manage the cyst conservatively. At 24 weeks the blood pressure was mildly elevated for the first time at 130/90 mmHg. There was no proteinuria. The dose of thyroxine was increased to 200ug daily as the patient remained symptomatic. The cyst remained unchanged. Fetal growth was satisfactory. At 28 weeks the fetus was clinically felt to be small. Blood pressure remained mildly elevated but there was significant proteinuria. Diabetic control remained satisfactory. Ultrasound growth confirmed a symmetrically small for dates fetus with an estimated weight of 630g (<10th centile for gestation). Amniotic fluid volume was markedly decreased. The fetus was active. In view of the fetal compromise, proteinuria and hypertension, the patient was admitted to hospital. Over the following two days the blood pressure rose significantly and a repeat lower segment 
